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Application for Financial Assistance 

 
 

 
 
 

First Name: ________________________ Last Name: ______________________  Date of Birth ________  

Address: _________________________________ City: ___________________ State: _______   Zip: ______ 

Primary Phone: _________________   email address: _____________________________________________ 

Emergency Contact Name: _______________________Emergency Contact Phone: __________________ 

Assistance is available to residents in the Tri-State are in the following counties, please select the 
county you reside in:  

Iowa:  ☐Dubuque, ☐Clayton, ☐Delaware, ☐Jackson,☐ Jones 

Illinois: ☐Jo Daviess   Wisconsin:  ☐Grant 

 

Name of Referring Oncology or Primary Care Physician: _________________________________________ 

Hospital: _____________________________ Phone Number: ______________________________________ 

A brief summary of diagnosis and current stage of treatment/remission (Please attach any relative 
treatment information to help with assessment).  ____________________________________________________ 
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________ 

 

Personal Statement outlining purpose of the request:  
___________________________________________________________________________________ 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

__________________________________________________________ 
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To help us fairly assess financial need and scholarship eligibility, we ask 
applicants to provide general household income information. 

Average Annual Household Income: __________________________________________________________________ 

Other income details that illustrate need: 
__________________________________________________________________________________ 

____________________________________________________________________________________________________

________________________________________________________________ 

I understand that all information is confidential and will be made available only to The Crocus 
Foundation Board of Directors and its associated partners for the sole purpose of determining of 
initial and ongoing eligibility for assistance.  

Signature of Applicant ______________________________________ Date: ___________________ 

Signature of Parent or Guardian ______________________________ Date: ___________________ 

For office use only: 

Cancer Exercise Specialist: ________________________________________Date: _______________ 

Board of Director Reviewer:   _______________________________________Date: _______________ 

Board of Director Reviewer: ________________________________________Date: _______________ 

Approval Amount: ___________________ 

Award Date: _________________________  

Available Funding Opportunities*: 

☐ Individual Rehabilitation Sessions: 30 min Sessions ____ Sessions x $35 = _______ Request 

      60 min Sessions ____ Sessions x $70 = _______ Request 

☐  Fitness Center Monthly Membership fees up to $25/month.   

☐ Additional Services (Circle all that apply): 30 min Massage 60 min Massage Reflexology  

Physical therapy Chiropractic      Nutrition/Health Coaching        Total Request amount: ______ 

*$4,500/individual/year maximum total scholarship. Quarterly requests should be based on number 
of projected sessions per week/per price of session.  


